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The clinical picture, with sudden onset of pleuritic pain followed by toxaemia and the rapid development of clear pleural fluid, is usually so typical that no other diagnosis need be considered. In the average case, investigation can be limited to a diagnostic aspiration confirming the presence of a clear sterile fluid, and the performance of routine B.S.R. and X-ray of chest. It has always seemed to me that biochemical examination of the fluid and special culture of the fluid for tubercle bacilli are largely a waste of materials in this type of case since whatever the results of such investigations, the diagnosis, prognosis and treatment remain the same. There is, however, one point concerning the young adult requiring discussion. Available evidence suggests that the typical post-primary tuberculous effusion occurs some months after a primary tuberculous infection. For this reason the primary complex in the lung and hilar glands may be in the process of healing at the time of the effusion and may therefore be an inconspicuous part of the clinical and radiological picture. In NO. 2 that bronchoscopy has only a minor role to play in the investigation of primary tuberculous effusion in the young adult, in whom, unlike the child with similar enlargement of hilar glands, the bronchi are sufficiently large in calibre to withstand a considerable amount of compression without actual occlusion taking place.
In older patients?and I have chosen the age of 40 as a convenient dividing line?an apparently primary pleural effusion, i.e. an effusion not due to obvious disease in the lungs, heart or elsewhere, presents a much greater problem in diagnosis because of the lessening incidence of tuberculosis and the increasing incidence of malignant disease. In this connection I would like to emphasise that in older patients, primary tuberculous effusion is not so rare as one might think. Table I illustrates some statistical information which I have collected during 
Pleural Eosinophilia
In any Leishman film of pleural fluid, a very occasional eosinophil,, possibly derived from extravasated blood, may be observed, but in rare cases at least 50 per cent, of the cells may be eosinophils. This phenomenon is termed pleural eosinophilia.
In the cytological examination of 253 fluids, I have encountered pleural eosinophilia on 8 occasions, an incidence of 3-2 per cent. Table IV gives essential information about the 8 cases. It is observed that in all the eosinophil content was over 50 per cent., reaching a maximum of 82 per cent, in case 5. In no case was there associated eosinophilia in the peripheral blood, a fact suggesting that the pleural eosinophilia wras local in origin. With regard to setiology, the presence of 3 cases of pulmonary infarction is of great interest and importance, but perhaps more significant is the absence of neoplasm and proved tuberculosis. It has been suggested in the past that pleural eosinophilia is due to the presence of blood in the fluid ; Table IV Fir,, o.
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